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Chapter 2
Global Response to Social and Health 
Inequities

Roberto Carlos Luján Villar and Ligia Malagón de Salazar

International technical and cooperation agencies, such as the World Health 
Organization (WHO)/Pan American Health Organization (PAHO), the International 
Union for Health Promotion and Education, and the Economic Commission for 
Latin America and the Caribbean (ECLAC), among others, have provided a valu-
able impulse to strive for social equity, which, according to López Arellano et al. 
(2008:326), “is a fundamental objective of global development programs, which use 
a framework based on indicators of social determinants to measure the accom-
plished goals.”

Oxfam’s report emphasizes the need to measure the impact of public policies 
aimed at reducing inequality, expand the state’s redistributive capacity through the 
treasury, end legislation and regulation that protect the privileges of the few, and 
advance the empowerment and democratic participation of vulnerable and excluded 
groups; these are essential elements in reducing the intergenerational transmission 
of inequality in the region (Lustig 2016). Latin America has long fought for human 
rights and equity; however, its adoption on the regional agenda has yielded results 
that fall far short of expectations, and sometimes the decisions taken have intensi-
fied inequities.

Health must be understood as a result of interconnected sociopolitical phenom-
ena that operate under multidimensional and complex power structures. In the fol-
lowing paragraphs, more inputs will be presented to perform analyses that are closer 
to our particular reality. Development as a universal right places the human being as 
the central subject. The development notion is composed of several levels (local, 
departmental, regional, national), spatial areas (territory), and approaches (decen-
tralized, sustainable, participatory), which should not be separated from the notion 
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of individual development, empowerment, and active social participation. The 
dimensions (population, environmental, economic, and social) essential for devel-
opment require a broad perspective and a systematic approach that involves interac-
tions among constituent elements, the whole and the parts.

The evolution and scope of policies and programs aimed at reducing health ineq-
uities have been mediated by the emergence of new theoretical approaches and 
strategies for creating and maintaining a population’s health, as well as new 
approaches and mechanisms adapted to each country’s particular conditions. In this 
sense, the implementation of primary healthcare (PHC), health promotion (HP), and 
health in all policies (HiAP), among other strategies, has not been autonomous but, 
on the contrary, has been influenced by global socioeconomic contexts, embodied in 
neoliberal policies on which the globalization phenomenon rests.

Despite some empirical studies that show significant correlation between the efforts of the 
globalization process and the specific impact on health, the existing weaknesses in the 
empirical evidence are more linked to the problem of globalization and health. Mention of 
the conceptual framework could make a major contribution to further empirical research 
that should serve as a well structured model for further consideration. This clearly shows 
the need of interdisciplinary approach towards globalization and health, which will draw 
knowledge from relevant fields, such as medicine, epidemiology, sociology, political sci-
ence, health, education, the science of ecology and economy. (Kovačić 2014:694)

 Global Response to Social and Health Inequities

 Improving Income and Health Outcomes

According to Chossudovsky (2002), “a dollar a day” (poverty threshold) is part of 
the ambiguous standards of “scientific” poverty measurement, inconsistent with the 
real situation of various countries. In this regard, the author mentions some factors 
(unreliable systems in the quality of the data obtained) and argues for the existence 
of adjustments of parameters or estimates of poverty deliberately convenient for 
some institutions and interest groups, which are not in line with the reality of a huge 
part of the world’s population:

The World Bank and United Nations poverty assessments are, to a large extent, desk exer-
cises conducted in Washington and New York with insufficient information on the local 
reality. For example, the UNDP Poverty Report points to a one-third or one-half drop in 
child mortality in sub-Saharan Africa, where poverty has actually increased and public 
health programs have collapsed. What the report does not mention is that as a result of the 
closure of health clinics and the massive layoffs of health professionals (often replaced by 
semi-illiterate volunteers) responsible for compiling mortality data, the computation of 
mortality is what has been reduced. These are the realities deliberately hidden by the pov-
erty studies from the World Bank and UNDP. Their indicators blatantly misrepresent the 
social reality of the different countries, as well as the seriousness of poverty in the world. 
The “free market” system is seen as the most effective means of alleviating poverty, while 
the impacts of macroeconomic reforms are denied. Both institutions point to the benefits of 
the technological revolution and the contribution of foreign investment and trade liberaliza-
tion, but they do not indicate how these global trends increase the poverty levels. (2002:43)
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Studies from ECLAC show that employment opportunities arising from market 
reforms and trade liberalization are concentrated in low-productivity sectors, and there-
fore, these reforms tend to further widen the gap between winners (i.e., skilled workers 
in successful enterprises) and losers (i.e., unskilled workers or employees in low-pro-
ductivity enterprises in the informal sector). According to this interpretation, the open-
ing of the region’s economies to globalization produced higher incomes for those with 
higher education while harming those with less formal education (Korzeniewicz and 
Smith 2000:394). These facts indicate the urgent need to eradicate poverty in our coun-
tries. Most Latin American countries in the 1980s and 1990s developed policies and 
programs to combat poverty. The results achieved brought not only the gradual incor-
poration of complementary aspects such as the identification of risk factors, balance of 
power relations, methodological issues about measurements, and analysis, among oth-
ers, but the introduction of new conceptual and methodological approaches.

The poverty–vulnerability relation has generated two radical changes in the poli-
cies of poverty reduction: (a) emphasis on enhancing the available resources of poor 
sectors, rather than the observation of what is not possessed; and (b) the vulnerabil-
ity assumed as the risk of a fall in well-being levels, an immediate step to impover-
ishment, must be faced by these sectors through a mobilization of resources and 
activation of strategies to prevent and reverse impoverishment (Busso 2005:16).

There is an imperative need to eradicate or reduce poverty if substantive changes 
are to be made to the health conditions of populations. Perhaps one of the most 
important aspects is to identify how to narrow the gap between rhetoric and the real 
and effective commitments of states.

 Extreme Poverty Eradication in Latin American 
and Caribbean Countries

The World Bank defines extreme poverty based on the available economic range of 
people who live on less than US$1.25 per day. The World Bank estimates that, by 
this definition, 1.4 billion people lived in poverty in 2008. Poverty is also treated as 
a state of scarcity of economic, social, cultural, institutional, and political resources 
that affects populations with the greatest accumulated disadvantages, who therefore 
live with minimal basic capacities to reverse unfavorable conditions. This reality is 
mainly associated with labor market conditions, instability, informality, low wages, 
and job insecurity.

The average unemployment rate in Latin America has decreased according to 
ECLAC (2015), which, together with the International Labor Organization (ILO), 
affirmed that the unemployment rate in Latin America and the Caribbean in 2012, 
at 6.4%, had been the lowest in recent decades, after declining from 6.7% in 2011, 
a positive figure considering the difficult labor situation in other regions of the 
world. According to ECLAC (2015), the average of the official unemployment rates 
in the countries of the region fell again, from 6.2% in 2013 to 5.9% in 2014, bring-
ing it to a new historical low (López Segrera 2016:27).

Poverty analysis requires a systemic view (underlying macroeconomic and struc-
tural causes of monetary and nonmonetary poverty), accounting for its multifactor 
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character: economic, social, political, cultural, historical, and territorial. An increase 
in poverty is dynamic; it does not occur through a single pathway or in a unidimen-
sional way; its impact affects different vital areas of individual lives and social 
groups. Therefore, a multidimensional poverty index is used to quantify it.

In this perspective, ECLAC has insisted that social policy must have the capacity 
to influence the structural determinants through which poverty and inequality are 
transmitted from generation to generation: misdistribution of educational and occu-
pational opportunities, the pronounced inequality in the distribution of wealth, high 
demographic dependency, and the ethnic and gender dimensions of poverty. 
Education is a mandatory route for equitable growth, democratic development, citi-
zenship consolidation, and personal development. However, this set of virtuous 
relationships should not hide the fact that in a segmented society, education is also 
an instrument of social segmentation and cannot be approached apart from the influ-
ence of the other structural factors mentioned, particularly the generation of quality 
jobs that effectively make possible the use of human capital (ECLAC 2003:27).

In this sense, the technical teams of ECLAC and the United Nations produced a 
document (2013) to facilitate and support discussions among countries in the fol-
low- up to the agenda for post-2015 development and Rio + 20. One of the seven 
central messages referred to the need to raise the minimum well-being threshold for 
populations, for which “change must be based on universalist state policies (social 
protection, health, education and employment)…” (ECLAC 2013:9). There is grow-
ing evidence that supports the existence of a link between income inequality and 
health results. These results should alert authorities, officials, and the public to the 
need to fight income inequality and rethink the role of international financial institu-
tions that dictate state policies (Cruz Ferré 2016:501).

The economic poverty of individuals, together with the exclusion of some funda-
mental social relations, increases social vulnerability. Exclusion must be understood 
as an expression of the process of social disaffiliation (Castells 1995 in De Roux 
2008), a factor that is part of the set of disadvantages accumulated along the trajec-
tory of thousands of vulnerable individuals for an indefinite period with a historical 
incapacity for individual and collective response. Income distribution should be a 
matter of concern for ethical considerations of social justice. If the distribution of 
income exclusively reflected personal preferences for work, effort, and saving, it 
would not have to constitute an ethical problem from the point of view of distribu-
tive justice. If the differences between individuals were limited to the scope of their 
personal responsibilities and preferences, it would be morally reprehensible to 
interfere in their behavior to improve income distribution. Inequality and poverty 
become an ethical issue that demands external intervention when it is recognized 
that the conditions generating them are not a result of individuals’ choices but the 
legacy of the past or circumstances beyond their control.

Once it is recognized that effort and attitudes towards education, work, risk and savings are 
not independent of the initial conditions of each individual, it opens space for other con-
cerns. It is not simply about ensuring “equality of opportunities.” If equality of opportunity 
is understood as equality of access (free basic education), this will not be enough to ensure 
equality in the use of capacities (school attendance), and even less equality in the results 
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(academic achievement). According to the objectives of social justice pursued by the soci-
ety in each field, policy actions should be directed to altering the distribution of the capaci-
ties of use (school subsidies, for example) or the distribution of results (leveling programs 
and other supports). (IPES 1999:23)

By the updated poverty line of $1.90 a day, the estimate for 2012 indicates that 
900 million people, or 12.7% of the worlds’ population, lived under conditions of 
extreme poverty in that year (Global Monitoring Report 2015/2016 2015:3). In the 
case of Latin America and the Caribbean, there was a decrease in the proportion of 
the population that lived on less than US$1.90 per day according to purchasing 
power parity values (2011), with results of 17.8 (1990), 13.9 (1999), and 5.9 (2011). 
Despite these figures indicating progress in poverty reduction, enormous, perma-
nent, and timely efforts are required, together with the empowerment and imple-
mentation of strategies to “end poverty in a sustainable manner and promote shared 
prosperity, taking into account the demographics as the countries promote broad- 
based growth, invest in human development, and insure against emerging risks” 
(Global Monitoring Report 2015/2016 2015:22).

López Segrera (2016) stated that “poverty reduction and middle-class growth in 
the last ten years is related to the dynamics of growth and job creation, as well as to 
the social policies of progressive post-neo-liberal governments.” Employment and 
health are considered primary aspects of the category of human well-being. Thus, 
increasing job offers (improving those of temporary nature and remunerative precari-
ousness) is one of the main concerns of the countries of the Latin American region.

In 2002, 225 million people were living in poverty. From 2008 to 2014, this num-
ber decreased by 58 million people, but the millions of people living in indigence or 
left homeless grew by five million in the period 2012–2014. Poverty was reduced, 
but indigence gradually increased. Perhaps this information on the reduction of pov-
erty is due to two specific developments. The first has to do with the intervention and 
sustainability of social assistance programs and the second with the adjustment of 
parameters or new estimates of poverty (threshold) in recent years.

 Millennium Development Goals

The millennium development goals (MDGs) and sustainable development objec-
tives (SDOs) were established to reduce or eradicate key aspects in the living condi-
tions of the poorest people. In 2015, the United Nations coordinated efforts toward 
sustainable development goals to strengthen the effects of the millennium goals. 
The central purpose was to minimize poverty, promote prosperity and well-being 
for all, protect the environment, and address climate change. In addition to the 
human aspects, the sustainable development objectives considered a wide range of 
related aspects such as security, disaster risk reduction, well-paid work, conflict 
prevention, and animal diseases.
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The MDGs have been successful at reducing income poverty but not so much at improving 
non-income deprivation, such as access to quality education or basic health services. Few 
countries have combined growth with a reduction in the level of environmental externalities 
and carbon emissions and the increase in environmental degradation, overfishing, defores-
tation, extreme weather events and air pollution in the cities, all of which threatens recent 
progress. Looking to the future, three challenges stand out: the continuing depth of poverty, 
inequality in shared prosperity, and persistent disparities in non-income aspects of develop-
ment. (United Nations 2013:1)

The year 2015 marked the transition from the MDGs to SDOs, whose goals are 
aimed to reaching the highest levels of reduction of social inequities through various 
processes and strategies, established within a framework of integral sustainable 
development as the central idea. The SDOs address not only poverty reduction but 
also other phenomena that deeply affect millions of lives, projecting an ideal “end 
of poverty” scenario. However, the accomplishment of an objective of this complex-
ity exceeds the possibilities of individuals and collectivities—and sometimes of 
entire countries; it demands a long-term process that focuses on political-economic 
policies capable of generating structural changes that are not dependent on changes 
in government.

The road map–as the SDO underlines–goes through a more synergistic approach among the 
various aspects of development. Three ingredients will form the political agenda: broad- 
based sustainable growth, investment in human development, and measures to protect the 
poorest and most vulnerable against emerging risks. These strategies must be sensitive to 
demographic issues. Countries at the epicenter of global poverty need to accelerate their 
demographic transition, invest in their youth and growing populations, and lay the founda-
tions of sustained growth to capture demographic dividends. (Global Monitoring Report 
2015/2016 2015:2)

 Sustainable Development Objectives

The MDGs constitute a key opportunity to reduce the negative effects of socioeco-
nomic and political phenomena such as poverty, vulnerability, social exclusion, and 
social and health inequities, with the strong political support of various govern-
ments of the world. The world met the MDG of halving the global poverty rate by 
2010, 5 years before the original target date. Recent data suggest that extreme pov-
erty has continued its downward trend in recent decades. However, poverty remains 
unacceptably high, with an estimated 900 million people living below US$1.90 per 
day in 2012—the new international poverty line; in 2015, the estimated figure 
according to the new threshold is 700  million (Global Monitoring Report 
2015/2016:1).

A review of key indicators reveals that Latin America and the Caribbean have 
made significant progress toward the achievement of the MDGs, particularly in 
reducing extreme poverty, hunger and malnutrition, child mortality, and access to 
water. These developments, however, are not enough to close the gaps between 
rich and poor and overcome the lags that have characterized the region (United 
Nations 2013:12).
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The Food and Agriculture Organization of the United Nations (FAO) documents 
and the 17 Sustainable Development Goals (2015) emphasize the need to achieve a 
reduction or elimination of hunger and malnutrition to reach the SDOs. They also 
point out the need to focus on a particular part of a given territory and on specific 
actors to put into operation processes of change.

In this way, the rural zone is the key area in which interventions must be carried 
out, based on the existence of a political will; as for actors, the following have been 
identified as the main agents of change: small producers, family farmers, rural 
women, fishermen, indigenous communities, youth, and other vulnerable or margin-
alized groups (2015:1). The FAO document identified some measures that should be 
considered for the eradication of extreme poverty and hunger by the year 2030: com-
bining pro-poor investment in sustainable agriculture and rural development; trans-
formation of existing food systems, which employ a large amount of inputs, to make 
them more sustainable—including by reducing food waste—through better manage-
ment and better techniques in agriculture, livestock, fisheries, and forestry (2013:1).

FAO has identified five strategic objectives to refine its focus on the fight against hunger and 
to create food systems that are more sustainable. This places the Organization in a strong 
position to support countries that are taking the lead in implementing the Sustainable 
Development Goals. Through its international experience, FAO is also well positioned to 
provide support to broad regional and international partnerships, including South-South 
cooperation, needed to achieve zero hunger by 2030. (2015:7)

The capacity exists to produce enough food to eradicate the chronic hunger of 
hundreds of millions. However, that capacity cannot be guaranteed because of a 
lack of access to stable and decent jobs that would make it possible to earn income 
enabling people to purchase basic food items.

 Global Health

Global health is defined by Frenk and Gómez-Dantes (2007:162) as “a field of 
knowledge [that] involves the interdisciplinary study of the health-disease process at 
the global level and the social responses generated to deal with this process.” PAHO 

Main Agents of Change
Small producers,
Family farmers,
Rural women,
Fishermen,
Indigenous communities,
Youth and other vulnerable or marginalized groups.

FAO and SDG (2015:1)
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(2013), quoted by Franco (2016:128), proposes the following definition: “transdisci-
plinary approach that addresses health from the perspective of the universal right to 
health and social welfare.” Global health is population health in a planetary context, 
defined as an area of study, research, and practice that emphasizes health improve-
ments through the achievement of equity in health for all and protection against 
global threats that cross national borders. It shows three determinant tendencies that 
mark the distance from the central idea of international health, historically nested in 
the interrelations between countries of a region or at the intercontinental level:

(a) The increasing international transfer of risks and opportunities for health; (b) 
greater pluralism in the arena of international health, with an accelerated growth in 
the number of actors; (c) the increasingly critical role of health within the agenda of 
economic development, global security and democracy.

The global health concept has shifted its focus, moving from the problems of the 
developing world to health problems with a global impact. These approaches recon-
textualize key aspects such as health inequities, human health, the global environ-
ment, and climate change. Global health requires thinking about the immediacy of 
interactions in an interconnected world, threats to it, and its simultaneous and 
unavoidable opportunities. Daulaire (2003) argues about the importance of acting in 
the present with regard to global health promotion in order to predict optimal results 
in the medium and long term:

To view global health promotion as a means to ensure optimal market access, the forces 
that drive globalization can be channeled to promote global health, regardless of their 
motivations for taking action. If solutions are devised to meet the social and economic 
needs of the current decade, it will be easier to meet (and exceed) those of successive 
decades. All sectors have the opportunity to join the global alliance of organizations bound 
by a self- sustaining commitment to promote global health. It is the task of this alliance to 
ensure that health is placed—by public and private demand—at the top of the global 
agenda. (2003)

Global health is also understood as a global category (Franco-Giraldo 2016); it 
differs from international health, which focuses on developing nations and foreign 
aid for these countries. Koplan et al. (1994) in Clavier and De Leeuw (2013) estab-
lished a comparison between the concepts of global health, international health, and 
public health. Through geographic scope they identify direct and indirect issues that 
affect health; by transcending national borders, health-related issues could further 

The global health approach in Latin America should take as its starting point 
a characterization of the phenomenon of economic globalization and its 
impact on equity in access to health services and general well-being of the 
population. (Solimano and Valdivia 2014:360–362)
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affect low- and middle-income countries (LMICs). Therefore, the joint develop-
ment and implementation of solutions are required in a global instance of coopera-
tion. This is a measurable objective and a category of health status connected to risk 
factors that are variously cross-border, transnational, or global in nature. These risk 
factors are loosely grouped under the heading globalization, and in such terms, glo-
balization is viewed as a process capable of generating an equally loose category of 
global health, which incorporates a specific set of crises and problems that can be 
characterized as a global system of disease (Kay and Williams 2009).

The concept of “global health” has become a mainstay of the scholarly discourse since the 
late 20th century. This has happened because governments and the aid industry abandoned 
the notion of “international health”, which was considered by many to be limited....Global 
health appears to have greater appeal, greater urgency, and more forceful mobilization than 
its predecessors do. (Clavier and De Leeuw et al. 2013:104)

Thinking about global health involves thinking about the ways in which it can be 
regulated globally. According to Clavier and De Leeuw (2013), “If individuals, 
NGOs, and national governments, as well as international organizations, can drive 
the global governance of health, then traditional theories of international relations 
alone cannot predict how this governance will work. This means that analysts need 
new sets of theoretical tools to analyze global health governance.” New sets of theo-
retical tools are therefore needed to analyze global health governance. In that sense, 
it is important to define what is understood as governance. According to Rasanathan 
(2011:13), the term governance “refers to the way governments (including their dif-
ferent constituent sectors) and other social organizations interact, in the way these 
agencies relate to citizens and how they make decisions in a complex and globalized 
world.” Global health occupies a very high place in the international political 
agenda, but in Latin America it is still considered a field under construction, accord-
ing to Solimano and Valdivia (2014) and Franco-Giraldo (2016).

 Urban Health and Healthy Cities Movement

These two strategies have similarities in their theoretical basis but differ in their 
implementation, which is bound to the political, geographic, and economic con-
texts. Thus, different demands, challenges, and, therefore, mechanisms, as well as 
circumstances and conjunctures, influence the processes, methodological tools, and 
impacts. Therefore, we will take a quick look at the dynamics of these processes 
from the perspective of practical experience to meet the established criteria con-
cerning public policies, legislative intersectoral work, inclusive participation to bal-
ance power relations, agreements supported in budgets to undertake operational 
plans, and local capacity.

The need to address social, economic, and environmental factors to improve 
health outcomes has been recognized in international and country meetings and 
agreements, country policies, and published articles; at the same time that by politi-
cian, researcher and health practitioner (WHO 2017). Despite this recognition, the 

2 Global Response to Social and Health Inequities



18

advances have not met expectations, mainly in LMICs. This is not the case for 
developed countries according to a WHO Europe publication, which clearly shows 
structural advances in small cities to address intersectoral actions to improve health:

Effective intersectoral action is crucial to address today’s biggest public health challenges. 
Health and well-being are affected by social, economic and environmental determinants. A 
successful policy response to address these determinants therefore necessitates an approach 
that is intersectoral. Increased involvement and coherent cooperation between actors in dif-
ferent sectors are necessary to achieve strategic goals. Intersectoral action is both a precon-
dition for and an outcome of all dimensions of sustainable development.…Many sectors 
were involved in the country case stories, with the health sector taking the lead in most 
cases, coordinating action and engaging other players. The other main sectors involved in 
intersectoral action were agriculture, education, family affairs, interior, labour, justice, 
sports and tourism. Non-governmental organizations played active roles in intersectoral 
actions in addition to private entities such as the media. (WHO 2016: xi)

Big differences in the progress achieved between developed and developing 
countries, as well as within municipalities and countries of the same region, are well 
documented. According to the study “Healthy cities. Promoting health and equity—
evidence for local policy and practice” by De Leeuw et al. (2014), progress among 
cities and networks differs in scale and quality. LMICs have experienced structural 
failures, but this does not mean that nothing has been done; on the contrary, there is 
regional movement to strengthen the capacity of cities and municipalities to 
intervene.

Within this movement, one critical aspect is the study of experiences in terms of 
satisfying principles, highlighting favorable and limiting factors.

A vision, project, and movement engages local governments in health devel-
opment through a process of political commitment, institutional change, 
capacity building, partnership-based planning, and innovative projects  
(De Leeuw et al. 2014).

The healthy cities movement promotes comprehensive and systematic pol-
icy and planning for health and emphasizes the need to address inequality in 
health and urban poverty, the needs of vulnerable groups, participatory gover-
nance, and the social, economic, and environmental determinants of health 
(De Leeuw et al. 2014).

According to Caicedo-Velásquez et al. (2016:75), “Urban governance promotes 
well-being and health as it provides platforms that enable citizens to improve their 
social and economic conditions using their own capabilities.”

Governance will provide the normative, technical and administrative guidance for the dif-
ferent levels of public administration (MSPS, Department/District and municipalities), as 
well as health insurers and providers, to organize their management processes to achieve 
health results, based on the articulated action of the sectors involved. (MINSALUD 
2016:32)
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 Theoretical Approaches and Strategies to Reduce Health 
Inequities

Different perspectives and theoretical approaches of interventions are aimed at 
reducing health inequities. This search has led to several ideological positions that 
reflect a certain conception of health and its relation to equity. In addition, a real 
willingness to transform power structures and public policies related to the asym-
metric distribution of resources and opportunities in the population. The diverse and 
complex issues concerning the application of these theoretical approaches and strat-
egies demand from governments and society as a whole commitments and respon-
sibilities that go far beyond what has been done until now in terms of policies, 
legislation, regulation, health system transformation, and relations among territorial 
structures. Multidisciplinary and interdisciplinary research approaches are impor-
tant for understanding this issue.

The main responses to health inequities from the health sector are represented by 
PHC, HP, and HiAP strategies. These strategies have revolutionized the paradigms 
of public health, mainly in two dimensions: first, through preventive basic care and 
universal coverage and, second, by addressing political and social dimensions, cen-
tered on the determinants of health inequities. The difference between these 
approaches as will be seen subsequently is on their scope and complexity as well as 
their capability to establish strong and permanent links between actions and social 
and economic development plans.

The appropriate definition of the problem contributes to defining the nature and 
scope of these strategies, as well as the mechanisms and resources that guarantee an 
implementation in line with needs, expectations, and territorial context. Territorial 
development plans must be coherent with the cultural and sociopolitical context of 
each region, revealing through them the philosophical and political orientation that 
underlies any option chosen. With different paradigmatic perspectives, intervention 
models cannot be subjected to the same mechanism of valuation, validation, or 
application, as usually happens under so-called good practices, without taking into 
account the context.

Although there are differences between the three strategies, they do comple-
ment each other. PHC, HP, and HiAP, rather than theoretical formulations, are 
philosophical and political positions about health expressed in governmental 
and social strategies and programs.

If individuals, NGOs, and national governments, as well as international orga-
nizations, can drive the global governance of health, then traditional theories 
of international relations alone cannot predict how this governance will work. 
This means that analysts need new sets of theoretical tools to analyze global 
health governance. (Clavier and De Leeuw 2013).
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The strategies (PHC, HP, and HiAP) differ in, among other things, their origin, 
scope, actions, actors, application scenarios, results, and impacts. The analysis of 
these approaches, as indicated earlier, represents a valuable input to monitor, value, 
and strengthen processes of change. A critical and contextualized discussion of the 
approaches and their implementations will show that they are connected and com-
plement each other. Hence, it is necessary to integrate them in order to act in a 
coordinated manner, taking into account their differences, scope, and requirements 
for their application.

Figure 2.1 shows different strategies oriented to the search for equity in health, 
social justice, and human rights, differentiating them by their origin, scope, actions, 
actors, and results, among other factors. The analysis of these approaches consti-
tutes a valuable input to coordinate, monitor, and evaluate the processes of change 
and results.

Different authors define the scope of these strategies from two perspectives: one 
perspective focuses on risk factors associated with behavior, lifestyles, and access 
to basic care consistent with the notion of free choice; the second focus empha-
sizes the determinants of health, specifically the determinants of inequities (struc-
tural). Emerson (2013:1499), regarding health inequities, said, “Some health 
disparities may be attributable to biological variations or free choice. Others may 

Source: Own elaboration

Socio political 
Approach

aimed at changing social, 
economic and environmental 

conditions to mitigate their 
impact on public and 

individual health. (WHO 
1998: 10)

Strategic approach
Global Health

Health in all Policies

Preventive care
approach

Universal health 
coverage to improve 
access and to basic 

health services Equity,
Social justice
Human rights

Fig. 2.1 Main focus of strategies to address health inequities (Source: authors’ elaboration)
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be attributable to environmental conditions beyond the control of individuals 
 concerned. In these instances, the uneven distribution of health may be considered 
unnecessary, avoidable, unjust, and unfair.”

The three strategies aimed at reducing health inequities (PHC, HP, and HiAP) 
represent a social policy approach, each of which, as already indicated, acts on dif-
ferent aspects and levels of complexity. It would not be an exaggeration to say that 
each one is a response to the degree of progress, results, and gaps that preceded it. 
This permanent renewal has taken place in the theoretical dimension, and very little 
in the practical realm. Hence, it has not necessarily been useful to close gaps between 
and within countries, such as in the results, impacts, and capacity of responses to 
satisfy the demands implied by their application. The reorientation of services 
would seem to be the strategic bridge for transforming health systems, oriented to 
the health promotion of (glimpsed from Ottawa, Canada); politics, its substantial 
element; and the sempowerment of the community, is the driving force behind the 
action. In addition, in neoliberal times the change in the sense of the public (need to 
build “public value”) is an obligation to fill the gap (Franco-Giraldo 2009).

What follows is a description of what has been the practice of the strategies (PHC, 
HP and HiAP), based on their theoretical definition, scope, complexity, and practical 
meaning. Although the analysis of each strategy was done separately, it is necessary 
to take into account that the factors that have facilitated or limited their implementa-
tion are common to all, based on the territory where they are implemented.

 Universal Coverage Through Primary Health Care

The definition expressed in the Declaration of Alma Ata (1978) considers PHC to be 
“an integral part of both the National Health System, from which constitutes the 
central function and the main nucleus, and of the overall social and economic devel-
opment of the community.” International evidence suggests that health systems 
organized based on strong PHC orientation achieve better and more equitable health 
outcomes, are more efficient, have lower costs of care, and achieve higher user sat-
isfaction compared to systems that have a weak PHC orientation.

According to Apráez (2010:370), “the history and development of primary health 
care and Health Policy for All in 2000 do not originate from Alma Ata (Litsios 
2002:17) but have roots in ‘social medicine’ with the movement led by Rudolf 
Virchow and Jules Guerin, among others (Waitzkin 2006:31).” PHC is also consid-
ered a movement that competes with a set of diverse actors with activities directed 
to the promotion of broad citizen participation (Rojas Ochoa 2003). For Franco- 
Giraldo (2012) “PHC is an operational strategy (currently a world policy) needed to 
make urgent changes in health systems.” Barten (2012), regarding the scant expla-
nation of PHC, makes the following observation:

The lack of a common and shared vision of the meaning and purpose of PHC was/is a great 
challenge. It has been suggested that a solution might be to insist that the use of the PHC 
concept should always be followed by a clarification of it: level, program, strategy or phi-
losophy. (2012:349)

2 Global Response to Social and Health Inequities
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The WHO (2003) document states that PHC evolves according to the economic, 
sociocultural, and political characteristics of each country. Although there is not a 
single operational definition of PHC, there are nonnegotiable principles as well as 
mechanisms that should help to create the conditions for compliance with them. 
This raises several questions: Is it appropriate to expect a reproducibility of results? 
To use similar indicators to assess progress and results? To refer to the needs of the 
development of a research and work agenda aimed at strengthening theory and prac-
tice in a dialectical, ontological, and transformative way? PHC, HP, and HiAP 
depend on the possibility of working in politics and making use of power. The 
results, therefore, are highly influenced by the redirection in the use of power in the 
world and the implementation of a series of local strategies within the framework of 
globalization (glocalization).

WHO (2005), citing several examples, argues that the increase in coverage fol-
lows a movement that goes from being a typical situation of mass deprivation (low 
coverage for all, except for high social strata) to a state of marginal exclusion (high 
coverage for all groups except those in the lowest socioeconomic stratum). Previous 
results were repeated in later studies. According to the authors, these results warn 
about universal coverage, which is not achieved easily and in a short time. In devel-
oping countries, despite significant progress, universal coverage has not been 
reached in the 30 years of Alma Ata.

On the other hand, Franco-Giraldo (2012:198) affirms that to achieve population- 
wide health, the reorientation of services is the means, PHC is the strategy, and 
population health is the general framework for action; however, some authors point 
out the advantages and limitations of this approach and the reasons why it have 
become a constraint rather than a facilitator of health equity. The Brazilian experi-
ence is examplary; an inverse hypothesis has emerged in regard to equity, and it 
argues that new programs initially cover people with high status, and sometime later 
it reaches the poorest. The preventive care approach is especially represented in the 
PHC strategy, although in recent decades its scope has been expanded with the so- 
called renewed primary health care (2007). Therefore, the authors concluded that 
there is little reason to believe that working on universal coverage will lead to 
improvements in health equity. Progressive universalism is the alternative proposed 
by the authors, who observe two initiatives from Brazil and Mexico: Brazil’s Family 
Health Program (1994) and Mexico’s Popular Insurance initiative (2004). In both, 
the program began in the most depressed territories and social groups and was 
applied progressively in other precarious areas. The premise in the proposal is that 
groups with greater disadvantages at least earn the same as those who are better off 
at each stage of universal coverage.

Very important advances have been made in PHC within the health system, as 
mentioned earlier, but to assert that this is due to global economic development is to 
grant PHC a scope that is far from the reality, for the reasons noted earlier. In 
response to the lag in accomplishing some objectives, so-called renewed PHC was 
created, whereby new responsibilities and challenges are theoretically assumed to 
correct past mistakes, but it continues to operate within the system and structures 
that have been the main cause of limitations and current gaps. In this sense, Franco- 
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Giraldo (2009) posed the following questions: What is being renewed from the 
PHC? More specifically, what should be renewed? The theoretical definition of 
PHC has evolved, making its implementation more complex. Reference is made to 
intersectoral actions, the involvement of development sectors and actors, strength-
ening the participation and self-determination of the community in the planning, 
organization, operation, and control of available resources, as well as the use of 
integrated reference systems, which are functionally supported and give priority to 
the most vulnerable populations. As we will see subsequently, these actions are also 
present in the HP and HiAP strategies, meaning there is an urgent need to generate 
processes of change in the structures, mechanisms, and resources in which these 
strategies develop their full potential.

 Health Promotion: A Sociopolitical Approach

A critical look at the fundamentals, advances, and factors that influence the perfor-
mance of HP will provide inputs to generate proposals that lead to the strengthening 
of its theory and practice. PAHO in its online publication (2005), quoted by Muñoz 
and Cabieses (2008), reaffirmed the procedural nature of HP. The political approach 
was highlighted as it enables the transformation of existing structures. The scope, 
complementarity, and complexity of HP can be summarized in the definitions of 
Ottawa and Jakarta; it also shows the following complementary aspects:

Health promotion is a process ... that addresses complex health, social and economic prob-
lems, and provides a valuable framework to organize social and political action in order to 
improve health and living conditions. Health promotion is therefore a technical, political, 
social and academic approach to work with different sectors and improve the quality of life 
of people. (2008:141)

Table 2.1 describes the conception and some requirements for implementing 
operate HP initiatives, according to different authors. Although the table does not 
present all valuable theoretical and practical contributions, it accounts for the key 
issues and scope given to this strategy that are in some way necessary to implement 
other, related strategies. A central aspect that we want to highlight is the diversity 
and breadth of approaches that are based on different conceptions of health and on 
the evolution and complexity of forms and contexts where health is promoted and 
modified. This fact also explains the diversity of interventions to implement HP that 
are linked to the characteristics of the contexts and scenarios of practice. So that 
there is no single metric or standardized lists of criteria that represent this diversity, 
what should exist are guidelines that must be adapted to each site and process of 
improvement. An important, but usually neglected, issue is analyzing the implica-
tions and elements of these strategies that need to be in place for these strategies to 
work. This is precisely where the monitoring and evaluation indicators should be 
centered. Many of the aspects mentioned in the column of implications are widely 
known, so we present some implications of these concepts in practice as examples; 
but this is an exercise that must be performed in each territory or practice scenario.

2 Global Response to Social and Health Inequities
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In an effort to synthesize HP definitions formulated in different studies, Eslava- 
Castañeda (2006) identified three different but complementary meanings. First, it is 
an international health policy that seeks to intervene in lifestyles and conditions that 
in a way that enables individuals to make healthier choices. Second, HP is a set of 
actions and processes designed to help communities and individuals exercise greater 
control over the determinants of health, thereby maintaining or improving their 
“health condition.” Finally, health is conceived as a positive state, and not disease, 
so actions are focused on maintaining health conditions and ensuring the well-being 
of individuals and populations (2006:108).

The Ottawa Charter (WHO 1986) promulgated a set of HP actions that have been 
gradually adopted and adapted in Latin America. It is important to highlight that 
these actions are permanently reinforced around the generation of public policies in 
favor of health and well-being, the creation of support environments in the territory, 
the reorientation of services, the responsible and coordinated participation of other 
sectors around health and life conditions, and the strengthening of local capacity to 
address challenges related to the social determinants of health. The close relation-
ship between equity, well-being, and health led to the emergence of new approaches 
integrating economic and social dimensions more tightly. In 1991, the World Bank 
supported the reinforcement of the principles incorporating the issue of economic 
and social development as an extrasectoral component of health.

Healthy lifestyle1 and the ability to enhance human development, according to 
Quesada Monge and Picado Herrera (2014:137), have been identified as dominant 
theoretical-methodological approaches in HP. The first approach, associated with 
the behavioral modes of individuals based on self-care and the various kinds of 
socialized and internalized knowledge. The responsibility of promoting these life-
styles falls on the institutions providing health services; however, the intentionality 
of engaging in healthy actions entails complex operational logics whose effective-
ness depends on the viability of intersectoral work and the political wills that 

1 De Salazar (2012:6) emphasizes that “the vast majority of studies on health promotion have been 
presented at national and international events, focus on approaching lifestyles, dying, with very 
few giving an account of the social determination, its effects on the health conditions of the popula-
tions and the impact and effectiveness of the responses.”

It is difficult and sometimes unwise to pontificate about the core values of 
health promotion, but since most nations at least pay lip service to the canons 
of the World Health Organization, we may confidently identify the following 
key values: Health is holistic and not solely concerned with disease and its 
prevention; health is about equity and social justice; and health is about 
empowerment (Tones 2005:27).
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 generate certain social and economic conditions. The second approach aims at 
strengthening human talent and its development and community participation, 
through which an effective balance of power relations is achieved. This last approach 
was proposed in the Declaration of Santiago 2016, as a means to effectively address 
equity in health.

Key aspects of the strategies and how they emerge from the most holistic concep-
tions of health are theoretically complementary, but efforts are needed to integrate 
them into territorial systems and structures. Instead of competing, they should be 
mutually supportive and reinforcing so they do not end up redoubling each other’s 
efforts. Likewise, it can be said that each new strategy, besides pointing to theoreti-
cal advances in addressing health inequities, is a reflection of the failures of previ-
ous ones. Thus, understanding the causes of success or failure is mandatory so that 
the mistakes of the past are not repeated and present opportunities are seized. It is 
important at this point to analyze the influence of globalization and international 
policies and guidelines, as well as national policy systems of operative HP defini-
tions. It is striking that many drawbacks of policies are found in both developed and 
developing countries.

One common problem, mainly in LMICs, is that traditionally governments do 
not usually prioritize health among their political objectives. Beyond improvements 
in health services, actions relating to the transformation of living and working con-
ditions and knowledge leading to sustainable well-being processes are not part of a 
country’s political agenda.

In addition to structural and functional changes in state institutions and civil 
organizations, permanent, active, and informed participation of the population is 
required. The question is whether a given type of participation meets these criteria 
or whether, on the contrary, it is an instrumental, reactive, conjectural, and sporadic 
type of participation. Likewise, it is necessary to reflect on whether there are orga-
nizational and functional structures that favor the fulfillment of these criteria and 
contribute to equally balance the power relations within the different forms of par-
ticipation in localities.

 Health in All Policies: A Sociopolitical Approach  
at a Higher Level

The roadmap document for the Plan of Action on Health in All Policies (PAHO 
2016) recalls that the HiAP “was defined for the first time in the 2010 Declaration 
of Adelaide and, subsequently, it was presented in a global framework for action in 

(Díez et al. 2016:76) argue that the concept of “causes of causes” is poorly 
understood by authorities, the general population, and even public health 
staff. Society is mobilized by and for care resources, and hence the absence of 
preventive public policies is not the object of popular demand.
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the countries in the Helsinki Declaration of 2013.” HiAP is understood as a political 
strategy and practice directed at encouraging a greater political commitment to 
achieve structural transformations for health equity.

Health in all policies is the political practice aiming to include, integrate or internalize 
health in other policies that shape or have any influence on the SHD.….Health in all poli-
cies focused more in the “large issues” and less in those programs or individual projects. 
Depending on the institutional context of each country, these political practices can start at 
the national, regional, local level, or even distributed in the different levels of government. 
The political practice “requires a form of governance in which there is a joint leadership 
between governments, between all sectors and between different levels of government.” 
(Adelaide Agreement 2010 in McQueen et al. 2012:15)

To identify, analyze, and intervene to reduce health inequities, it is necessary to 
dig into the deeper causes interwoven in the fabric of society and the mechanisms 
of human biology in clinical aspects related to the way people cope with disease and 
disability. In the nineteenth century, wherever there was observed a combination of 
critical epidemiological thinking, availability of health data, and well-organized 
public health movements, there emerged a growing interest in the social, physical, 
and biological causes of epidemic diseases (Beaglehole and Bonita Diderichsen 
1997 et al., in Evans et al. 2002:13). In the context of the eight World Conference of 
Health Promotion (PAHO 2016), HiAP is defined as “an approach for all the public 
policies and sectors involved in decisions that affect equity and health conditions.” 
These policies take place at national, regional, local, or even distributed in different 
levels of government.

 Some Considerations for Reflection

It is important to highlight two aspects of the foregoing definitions: (1) the respon-
sibility for a strategy’s implementation is placed with the health sector/national 
health systems; (2) the strategy’s relation to social and economic development pro-
cesses must be clearly articulated. In the first case, it is has been observed that 
reforms of health systems are not always in line with the necessary changes for an 
appropriate implementation of the given strategy, and even less has the strategy’s 
relation to economic development processes been articulated, given the lack of 
plans and agendas commonly associated with territorial development. Most regional 
reports and publications reflect this problem, as will be shown subsequently.

A country’s response to a previous situation can be to make minor changes that 
do not represent threats to the power structures, much like following the guidelines 
of cooperation and financing international agencies, whose agenda has been for-
mulated with insufficient participation of countries (differential participation). 
This is not to say that the participation of these agencies is bad or good; rather, 
these agencies also reflect the imbalance of power relations and the effects of glo-
balization. Such a situation requires that regions, countries, and populations be 
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given the capacity to argue for and defend their policies in a way that is more in 
line with the needs of their inhabitants. In this manner, people can not only take 
advantage of the opportunities offered but also participate in the construction of 
agendas that affect them.

There are undeniable theoretical developments and contributions that can be 
applied to strengthen existing strategies (renewed PHC) or formulate new strategies 
to fill the gaps left by previous ones. However, we must ask ourselves on the follow-
ing questions: What is the capacity of our country/region to respond to the chal-
lenges of a strategy’s implementation? What is the coherence between the 
international and national agendas and our reality? What are our country’s priori-
ties? The clarity and depth that will come from reflecting on these questions will be 
valuable inputs to reorient practice, research, policies and programs, and, especially, 
operational plans (priorities and funding).

Although the experiences related in what follows do not represent the situation 
of all Latin American countries, they give an idea of the topics of interest, as well 
as the advances achieved and limitations that have had to be overcome in practice. 
As can be observed, there are differences in the presentation and depth of the 
cases, although the format of the questions was designed to allow standardization 
the contents of the reports. It is understandable that the directions given could be 
difficult to follow because the particular experiences were in different stages of 
development.

Key aspects for addressing health inequities were explored, comparing theory 
and practice through an analysis of international guidelines and advances in the 
“real world.” One of these aspects is related to intersectoral work, which is behind 
the strategies studied in this publication. The countries belonging to the Latin 
American and Caribbean Network for Health Promotion were invited to participate; 
not all of them responded, but one of the members presented the experience of the 
network. In addition, experiences were presented from Brazil, Peru, Mexico, and 
Colombia. What follow are some of the questions addressed. At the end a critical 
analysis and lessons learned will be presented.

Are There Ongoing Intersectoral Initiatives?
Description of intersectoral initiative
How, when, and why did it arise?
What advances have been made? What is the time horizon?
What motivates such initiatives?
What situation motivated intersectoral work?
Who are the partners? What responsibilities do they have?
What equity issues were addressed?
Were inequity aspects taken into account in the formulation of the problem?
Did the intersectoral work take place in the intervention planning, only in 

practice, or in both?
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A sample of the questions follows:

 Rebuilding the Practice as a Learning Tool to Strengthen 
Territorial Capacity to Increase the Feasibility, Effectiveness, 
and Impact of Interventions

In the previous section, we pointed out critical aspects related to the implementation 
of strategies aimed at reducing health inequities, and we highlighted the fact that 
whatever the name of the strategy for addressing this problem, it is necessary to 
strengthen the territorial capacity (community, institutional, governmental, civil 
society) to ensure its success. The need for a holistic health approach is another 
condition; this means a delimitation of the problems and priorities, transcending the 
clinical perspective, as well as operational approaches consistent with the context 
(available structures and resources) and, more importantly, putting in place sustain-
able processes for the permanent strengthening of the capacity to analyze, under-
stand, and transform reality. In this way, practical experience becomes an element 
of transformation and capacity building. Several concerns arise about “know-how” 
and the sustainability of these processes.

There is an extensive literature on what needs to change; the challenge is pre-
cisely how to achieve it, an consideration that is absent in most publications. This 
means that, although we are aware of key requirements for carrying out interven-
tions, we cannot be certain that they will be applied because in most cases they are 
not documented. Governments, as well as funding and international cooperation 
agencies, have contributed to this situation because most of them emphasize results 
rather than the process and mechanisms that make results possible. The political and 
social nature of transformation processes reminds us that these processes are not 
static and so do not operate in all contexts. The question that emerges from this fact 
is this: What, how, and when is it appropriate to standardize interventions? There is 
no doubt that there is a lot of information on what, but very little about how, espe-
cially for developing countries. The answer has many facets, so we will not provide 
a final answer on these issues, but arguments will be provided to build one.

The theoretical concepts could probably be generalized to a certain extent, but 
not their implementation, which is circumstantial and contextual. The last aspect 
incorporates and defines the type and importance of the relationships and interac-

Key Aspects of International Guidelines for Developing and Operating 
Intersectoral Initiatives
Are the international guidelines on intersectorality taken into account?
How much?
What factors have helped/limited their implementation?
Have changes been made to the initial intervention design to address 

difficulties?
What changes have been made or should be made?
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tions between the different living forces in the territory and their structural compo-
nents (e.g., society, culture, organization, communication, power relations, social 
class, socioeconomic factors, and physical resources). These and other concerns 
will be the subject of further analysis. Likewise, “the know-how,” for reasons of 
“contextual identity” mentioned earlier, should not necessarily be replicable in all 
contexts without first making an analysis of the assumptions and conditions that 
guarantee its applicability. We do not use the term identity capriciously, but in 
defense of a conception of territory, as a social construction with relationships, 
interactions, relations of power, values, history, and culture within it.

To motivate this analysis, we requested the voluntary participation of institutions 
and researchers involved in health promotion interventions, mainly those aimed at 
reducing health inequities. A flexible guideline was shared with those who agreed to 
participate, and the key issues will be covered (see attached format). Despite this 
request, not all participants provided the expected reflection but discussed the 
advances in their work.

As stated earlier, we are aware that the experiences reported do not represent all 
Latin American countries, which is why we furnish a brief description of the main 
results found in most representative studies, such as the State of the Art and UNASUR 
studies (De Salazar 2012), both of which addressed HP interventions in Latin 
American countries.

 Background

A number of studies have been carried out containing information and evidence on 
the burden of disease and risks of contracting diseases from a biomedical perspec-
tive; however, there is scant information about real problems and the interventions 
used to deal with them. In addition, information on the interaction of factors arise 
within the framework implementation of interventions and contribute to the results 
and effects. No one study mentions which groups felt the effects more acutely or not 
at all, those that experienced differential effects, those who benefited most/least 
from the interventions, or, finally, the structures and mechanisms that contribute to 
the accessibility of opportunities and services. The evaluative studies reported in the 
UNASUR region (De Salazar 2012) present partial evaluation results focused on 
problems related to disease and risk events from a disciplinary and sectoral perspec-
tive. These evaluations emphasize the performance of programs in terms of compli-
ance with scheduled activities, without interpreting this information in the light of 
the specific context and circumstances in which the findings were obtained. 
Theoretically, primary health care and HP strategies demand changes in the struc-
tures that historically have influenced the implementation of interventions to fulfill 
the two principles mentioned earlier (the right to health and equity).

It is striking that, although there is continuity in the work deployed in fields 
closely related to health promotion, these findings are not treated as actions of HP 
because they develop outside the health sector. This is the case of public policies for 
the reduction of poverty and improvement of access to education, housing, and 
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employment. The evaluative proposals reflect large gaps in concepts, theoretical and 
methodological approaches to assessing other aspects that directly influence out-
comes, such as the quality of the intervention design according to intentionality and 
objective, the performance, and the methodological approaches to valuing the effec-
tiveness and impact of these interventions (De Salazar 2012).

This indicates the limited scope of evaluation and indicators to account for equity 
and social determination in health. Likewise, it shows that there are insufficient 
inputs to use the results of evaluation in strengthening the theory and practice of 
policies and programs. The promoters of these initiatives recognize gaps in the theo-
retical foundations, the context, and the processes for the implantation and imple-
mentation necessary for the achievement of objectives. With their high social and 
political content, most interventions in HP have their own dynamics, not necessarily 
reproducible. There is also no record for monitoring and evaluation processes or, 
more importantly, the use of this information to strengthen or reorient interventions 
(De Salazar 2012). The situation described exists in several countries, and LMICs 
are not the exception, as reported in the following studies.

Burlandy (2009) and Jorquera (2011) describe the influence of health systems management 
on interventions; Carmichael et al. (2012) identify barriers and limitations to integrating 
sectors and agendas in a territory. Grundya et al. (2009) compare current health needs with 
the relevance of health system responses. Sosa et al. (2013) believe that health planning 
should incorporate other sectors. Castell-Florit Serrate and Abreu (2012) find that the iden-
tified sectors were different compared to what evidence shows (2012).

In summary, a significant volume of studies focus on the justification of advances 
concerning the reduction of the magnitude of biological-clinical problems in order 
to justify interventions. A very brief description was given on how changes have 
been achieved, and in a few cases the results were attributed to intervention. This, in 
practical terms, means that the analysis of the advances is not contextualized accord-
ing to each scenario, in an attempt to unveil and understand the main factors 
“responsible” for the results.

Additionally, programs in which actions fall outside the scope of the health sec-
tor were not considered. Although it is not possible to cover all subjects in sufficient 
depth, we hope that this exercise will allow the identification of areas that require 
further analysis. As mentioned previously, the recipients of this publication are gov-
ernment workers, civil society organizations, civil servants, and agencies of coop-
eration and financing of Latin American countries. A public, relatively homogeneous 
with respect to the need and challenge to comply with international strategies to 
reduce social and health inequities but heterogeneous in many respects such as 
capacity, forms, and mechanisms to adapt or reformulate actions in favor of equity, 
social justice, and the exercise of rights, three closely related aspects.

An outline was developed to guide the construction of cases that focused on 
practice as a learning tool, strengthening the production of territorial capacity, 
increasing the viability and effectiveness of interventions (see appendix, Table 2.2).

 Appendix
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